BACKGROUND: Maternal mortality rate continues to be alarming in India. The process of pregnancy needs planning since there can be undue occurrence of emergencies leading to maternal death or morbidity. Care-seeking is compromised because of the delay in deciding to seek care, identifying danger signs, reaching a health facility, receiving adequate and appropriate treatment at the health facility and many more. Birth preparedness and complication readiness is very essential and effective strategy that encourages mother, family and community to plan a safe delivery.OBJECTIVE:1. To assess birth preparedness and complication readiness (BPACR) for a safe motherhood among antenatal mothers attending an urban health centre under Bangalore Medical College and Research Institute.2. To identify the factors affecting BPACR METHODS: A facility based cross sectional study conducted in Urban Health Training Centre (UHTC) under Bangalore Medical College and Research Institute (BMCRI) between November 2016 to January 2017. The study was conducted among 144 pregnant women as per inclusion criteria by convenient sampling. A semi structured questionnaire was used to calculate socio demographic details, antenatal care and a validated scale on BPACR by Johns Hopkins was used to assess birth preparedness and complication readiness. Descriptive statistics and chi square tests were used to analyze the data. RESULTS: Overall BPACR score was 43.98%. Only 18.7% of women knew >8 danger signs of pregnancy. Less than half of them knew about JSY benefits of cash assistance (31.3%) and transportation services (28%). Sociodemographic factors like education, socioeconomic status, husband's education and type of family had statistically significant associations with BPACR components.
INTRODUCTION
Pregnancy is a normal physiological process for a woman that creates happiness and anticipation in her as well as the family and the community. It needs preparation, planning, care, emotional and social support for the welcoming of the new life into the world. However the outcome of pregnancy is unpredictable and a woman can encounter difficulties during antenatal, intrapartum and postnatal period which can lead to maternal morbidity, mortality and also affect the child health.
Maternal mortality ratio (MMR) in 2015 was estimated as 216 per lakh live births globally. This translates into approximately 830 women dying every single day due to the complications of pregnancy and childbirth. Almost all of these deaths occurred in low resource settings, and most of them are preventable. 1 This is due to inadequate facilities, inappropriate care, lack of emergency preparedness and referral services which are the key components for a safe delivery. 2 India has MMR of 167 per lakh live births. 3 With this situation, India continues to have maternal mortality as a public health challenge. The primary causes of maternal deaths are haemorrhage (mostly during post partum), preeclampsia, eclampsia, sepsis and indirect causes mostly due to interaction between preexisting medical conditions and pregnancy. National Journal of Research in Community Medicine│Oct-Dec 2017│ Vol 6 │Issue 4│
A majority of maternal deaths occur during labour, delivery and postpartum within 24 hours. The causes could be medical or socio cultural factors that can delay in care seeking. According to a study done by Thaddeus and Maine, delays can occur at 3 levels (1) delay in the decision to seek care; (2) delay in the arrival at a health facility; and (3) delay in the provision of adequate care. Delay in identifying danger signs of pregnancy is yet another important factor that leads to complications.
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Addressing all these factors is imperative to reduce MMR.
There are several strategies adopted globally such as safe motherhood programmes, strategies toward ending preventable maternal mortality (EPMM) and in India Reproductive and Child Health(RCH II), Janani Suraksha Yojana, etc which aim to lower maternal mortality. Many studies have been conducted in rural India on status of BPACR. 10 Although the health services in urban areas have been found to be better compared to rural, the scenario in slums hasn't been much explored. Hence this study has been undertaken to know the BPACR status in antenatal mothers attending urban field practice areas which largely covers slum dwellers and also to understand the factors that affect BPACR so that effective improvisation can be done in the services addressing the lacunae. A similar study (Agarwal et al) was used to calculate sample size where in BPACR was found to be 47.8%. With a relative precision 20%, the sample size was found to be 144. 9 The study subjects were antenatal mothers in second and third trimester. Those who were in first trimester and who visited health facility for the first time were excluded from the study, the reason being lack of information about components of BPACR. The study subjects were selected by convenient sampling.
METHODOLOGY
Data was collected by interview method after taking an informed consent. A pre tested, semi structured questionnaire was used to collect information about socio demographic profile, parity, husband's details and his participation in antenatal care, care giver's details, etc. A validated BPACR index developed by the Johns Hopkin Bloomberg School of Public Health was used to assess birth preparedness and complication readiness. Data was entered in Microsoft Excel and analyzed in Statistical Package for the Social Sciences (SPSS) version 20. Descriptive statistics used to describe the distribution of all variables. Analytical statistics like Chi square tests was used to find the association between each independent variable and BPACR indicators. BPACR status: Table 4 The various sources of knowledge about danger signs were from doctors-80 (55.5%), mother/mother-in-law -30 (20.8%), healthcare workers-9 (6.2%) and 2 (1.4%) from MCP card/ thayi card Complication readiness: Majority 101 (70.1%) knew about referral services, 110 (76.4%) identified birth companion during delivery and only about 38 (26.4%) identified a blood donor as depicted in figure 2 Association between socio demographic profile with BPACR components Education of women upto middle/high school and above were found to be statistically significantly associated with various factors like > 4 ANC check up, knowledge about danger signs of pregnancy, saving money, identifying mode of transport, awareness about financial assistance in JSY, identifying referral hospitals and identifying blood donor.
RESULTS
Socioeconomic status like BPL and APL had statistically significant associations with early registration (0.001), consumption of IFA (0.001), identifying SBA (0.03).
Type of family was statistically significantly associated with > 4 ANC visits (0.004), identifying referral hospital (0.03). Husband's education was associated with identifying blood donor, SBA, referral hospital and saving money. Saving money was also associated with parity and type of previous delivery. However no statistically significant associations found between religion, care giver's education and BPACR components.
DISCUSSION
Maternal mortality continues to be alarming in India. There are several causes which lead to MMR, perinatal and neonatal mortality and these causes could be sudden and severe leading to unpredictable outcomes. There is need for planning the birth and emergency preparedness in order to be aware and reduce the delays in seeking healthcare services. BPACR is one such tool and has also been adopted by WHO antenatal care model and the integrated management of pregnancy and childbirth (IMPAC). This tool also involves interpersonal communication among the family members to engage themselves in the planning of the birth, making the pregnant women and the family members alert and prepared to face any complications thus promoting a skilled maternal and neonatal care during childbirth
The present study revealed BPACR index of 43.98%. Early registration of pregnancy in first trimester and identifying Skilled Birth Attendant to avail ANC services forms a vital step in ANC care. In the present study majority of them 88.2% had early registration which is more than Karnataka (82.2%) and 84.7% identified SBA.
11 This is similar to Acharya et al study where majority identified SBA for delivery.
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The awareness of antenatal services in present study group was good with majority of them 92.4% receiving more than 4 Antenatal visits, 98.6% aware of TT vaccination and 90.3% of them being aware about consumption of IFA tablets. The above findings were higher compared to a study in Indore by Agarwal et al. Lack of money and delay in arranging vehicle to commute can become a barrier to access healthcare. Hence saving money and identifying means of transport in prior is essential. In this study it was found that more than half 56.9% had started saving money for delivery expenses and 63.9% had identified transport to hospital. This aspect of saving money and arranging transport was found to be better amongst participants of higher educational status. It was interesting to find that those with previous caesarean type of delivery made arrangements for money and vehicle. In a study conducted by Agarwal et al in slums of Indore, 76.9% saved money and only 29.5% identified transport. 9 In a similar study done in Kenya, 84.3% had saved money for labor; and in study done in Nigeria, 64.8% had saved money for delivery, and 62.3% had made arrangements for transport. 13, 14 The Government of India introduced JSY scheme in the year 2005 with cash benefits for the pregnant women and also transport arrangements during the delivery. Inspite of several years after roll out of the scheme, the awareness about JSY scheme has been low. In the present study only 31.3% of them knew about financial assistance and 28% knew about transportation arrangements provided under JSY scheme. This study has shown that education of the women and their husbands, parity, type of family play a vital role in improving the BPACR status.
The limitations of the study were that firstly, it was facility based and awareness about ANC care and check up would be higher. Secondly, a small sample size was taken for the study. Hence the results can't be generalized to the population and thus opens vistas for further research.
CONCLUSION
The BPACR of this study was found to be 43.98% which means less than half of the pregnant women were well prepared for the delivery. Majority of the women received antenatal services in first trimester; the Antenatal services received were found to be good. A majority had arranged for transportation during the delivery. More than half of them saved money for the expenses that could incur such as for hospitalization, post delivery. However awareness about danger signs of pregnancy and benefits of JSY scheme were poor which lowered the BPACR score. Although the components of BPACR are portrayed in MCP card women were not sensitized about the same. The ANC clinics in urban area should emphasize on Behavior Change Communication activities in pregnant women and the family members about the birth plan, complication readiness and benefits of JSY scheme. The healthcare workers and doctors should be pro active in educating about comprehensive maternal care. This will be an affirmative approach towards safe motherhood.
